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PUBLIC RELATIONS—AN INTEGRAL PART OF A* 
SCHOOL HEALTH PROGRAM 
ABRAM COHEN, D.D.S.** 

While public education began in this country in the eighteenth 
century it was not until the close of the nineteenth century, 1894, 
that the first regular system of medical inspection was established 
in Boston by Dr. Samuel Durgin, Health Commissioner of that city. 
Other cities, Chicago 1895, New York 1897 and Philadelphia 1898 
soon followed this lead. 

In 1903 the first school dentist in the United States was ap- 
pointed in my state Pennsylvania, in Reading. Thus it can be seen 
that the school health program while comparatively young has 
made excellent progress in the past half century, for it has passed 
from the stage of inspection, to health education and in many 
states to the correction of defects that are found. 

“The most important phase of health in education is educa- 
tion in health. Teachers, school administrators and school health 
personnel share an important responsibility with parents and 
public health authorities. This is the responsibility for the educa- 
tion of children and youth in the maintenance of a quality of mental 
and physical health which will add zest to life, give strength to 
character and help to produce vigorous, self-reliant, courageous 
and public spirited citizens.’ 

I feel reasonably certain that everyone in this audience will 
agree, this responsibility cannot be adequately discharged without 
focusing attention on proper public relations. The home, school 
and community leaders must join hands in solving the problem of 
the health of the pupil. Often the school system has been the 
agency which has initiated such joint action but I feel the school 
health personnel must consider it as one of its daily functions to 
practice and strive for constant improvement of public relations. 

As participants in the development of a good public relations 
program, I would mention them in the sequence of their contact 
with the pupil: 

1. Teacher 


*Supervisor of Dental Services, Board of Public Education, Philadelphia, 
Pa. and Associate in Oral Medicine, School of Dentistry, University of 
Pennsylvania. 

**Presented before American School Health Association, New Yorker Hotel, New York, 
November 9, 1953. Dr. Hein and Dr. Dukelow who were co-directors of the Fourth National 


Conference on Physicians and Schools, informally discussed its highlights before the American 
School Health Association in dialogue style. 
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2. School nurse and dental hygienist 
3. School physician and school dentist 
4. Health Coordinator (if available) 
5. Principal 


I. Teacher 

Since the teacher is the first contact of the pupil in a school 
system, she should be conversant with the program and aims of 
the Health Services. Having had personal contact with many 
teachers in the school system, I have found that the greatest num- 
ber are vitally concerned with health of their pupils and are will- 
ing to incorporate health education in their classroom work. Where 
there has been a lack of interest by the instructional staff, it can 
be attributed in some cases to the lack of desire or inability to ob- 
tain their own teaching material. I do not think that they should be 
left to their own resources and those of us in charge of health 
programs should direct them to proper sources for the necessary 
material to make certain that it is accurate and authentic. In 
Philadelphia, a member of the medical department is on the com- 
mittee for curriculum revision and assists in planning course con- 
tent.2 This creates good public relations with the instructional 
department and assures a more successful program. 

Another example of good public relations between the instruc- 
tional department and the Medical Service has been the establish- 
ment of health seminars by the Medical Division in the late Spring 
and early Fall to which the supervisors, health coordinators and 
principals are invited. As a rule, one day is devoted to activities 
in the medical division and on the second day outstanding members 
of the medical and dental professions bring the latest findings in 
their respective fields to the school personnel. You may have seen 
in Life Magazine the story of ‘Deep Freeze’ Surgery, by Dr. 
Charles P. Bailey, a cardiac surgeon. Dr. Bailey was an essayist 
at our Health Institute in 1952 and presented a motion picture 
showing the operation. One of our school nurses who attended the 
Health Institute remembered a pupil in one of her schools with this 
condition. The child was an organic heart case on the school car- 
diac registry with a private family physician. After hearing Dr. 
Bailey, the school nurse spoke to the parent, explained the type of 
surgery that could be performed and suggested that perhaps some- 
thing could be done for the child. The mother then took the child 
to Hahnemann Hospital where Dr. Bailey is associated. The child 
went into the hospital and was operated on. The operation took 
place in March of 1958. The child is completely recovered and is 
now attending school regularly. 
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II. School Nurse 

The school nurse is the hub of the School Health program. 
Her contribution to the program can be the greatest of all, if her 
temperament is tranquil and her interest and enthusiasm remain at 
a high level. She can assist in coordinating the nursing service with 
other phases of the health program. As the liaison person between 
the school and home, the teacher and school physician, the school 
and community health centers, she is able to obtain maximum cor- 
rection of defects. If tact and diplomacy are exercised in her public 
relation efforts she can bring about excellent results. 
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The same can be said of the Hygienist whose attention is 
centered exclusively on the Dental Health of the child. 


III. School Physician and Dentist 


This is an area in which there is a greater need for good public 
relations. Since most physicians and dentists in school health 
programs are part time employees, they enter the field with little 
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or no specialized training in public health work. Many limit their 
activities to the physical examination of the child with little regard 
to the importance of building future health attitudes of the chil- 
dren. A school physical and dental examination can make the child 
either a willing or a reluctant patient of tomorrow. 

The private practitioner as a rule is an individualist, who is 
not conversant with the modus operandi of a school health pro- 
gram and at times displays a feeling of intrusion when informed 
of the school findings. The school dentist and physician through 
proper public relations can eliminate this atmosphere. In Pennsyl- 
vania, a School Health Act was passed in 1945, which made it com- 
pulsory that each child receive a complete physical examination 
which includes a dental examination every two years. Representa- 
tives of both the State Medical and Dental Societies were members 
of the Advisory Committee that collaborated in these requirements, 
yet many members of the profession viewed with suspicion and 
disdain the value of this act. Their attitudes have changed with 
the passing years and there now exists a harmonious relationship 
between the private practitioner and the practitioner in the school 
health program. 


In Philadelphia there is close liaison between the school health 
services and the medical and dental professions. Where individual 
cases of misunderstanding arise, we consider it essential to improve 
public relations through personal meetings and discussion of the 
problem at hand. To cite an example: The daughter of a health 
educator was examined by the school dentist and when the notice 
of the defect was sent home, the parent responded by returning the 
card with the following notation: 


“This is ridiculous!—and a waste of time, temper and 

tax money. This child finished with her dentist 5 weeks 

ago. All you accomplish is a criticism of private dental 
practice. Either do something to correct or prevent your 
findings and leave care to my dentist and me.” 

It did not occur to the parent that the private practitioner 
might be in error. At an informal meeting with the parent and a 
member of the Health and Welfare Council, it was pointed out that 
there might be a difference in clinical judgment. In other words, 
one dentist might feel that a break in the enamel should be filled at 
once and another might be of the opinion that it could be watched 
until such time that it was considered necessary to repair. The 
parent’s attitude towards the program was much more favorable 
at the conclusion of the conference. 
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IV. The Health Coordinator 


The work of the health coordinator parallels that of the school 
nurse. She is the liaison officer between the medical division and 
the instructional department and is the person most likely to suc- 
ceed in extending the school health program into the home by ob- 
taining family as well as communal support for the program. 


V. Principal 


The success or failure of the health program can be reflected 
by the enthusiasm, interest and attitude of the principal. This 
has been demonstrated repeatedly in school health programs 
throughout the country. As public health workers, we have seen 
the same program carried out in its entirety in different schools 
with varying results. The degree of variety depends upon the 
quality of public relations of the school. An enthusiastic principal 
disseminates his interest to the instructional staff and in addition 
can readily promulgate to the community his belief that the health 
of the school children is of paramount importance. 

Now that we have relegated responsibilities in public rela- 
tions to the personnel in the school building it might be fitting to 
take inventory of the responsibilities of those of us in the top 
echelon of public health work. 

The school’s responsibility in the field of health should be 
three fold: 

1. Promote good health (by education) 


2. Protect the pupils from disease and ill health by ade- 
quate sanitation, immunization and provision of 
teachers who are physically well and emotionally 
stable. 

38. Stimulate interest in correction of remediable defects. 

1. The promotion of good health by education has been dis- 
cussed earlier in this paper. 

The administration of the latter two phases of this program is 
the responsibility of the heads of the school health services. 

2. Sanitation and Immunization. Adequate health personnel 
is essential to protect the school child from exposure to infectious 
diseases. This can be exemplified by the following experience in 
Philadelphia. An epidemic of Infectious Hepatitis broke out in the 
parochial schools in January 1949 and continued through January 
1950 for a period of 13 months. A similar outbreak occurred in 
the public schools in September 1949 and continued to June 1950 
for a period of 10 months. 
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All cases in both school systems had to be reported to the City 
Health authorities and were handled in a similar manner. The 
fact that the length of time of the epidemic in the parochial schools 
was longer is no reflection on those handling the situation. Perhaps 
the fact that the public schools had more personnel and better 
facilities had some bearing on the outcome. Besides the use of 
gamma globulin in an effort to control the outbreak, proper sani- 
tation was stressed. Everyone in the various schools was involved 
including the custodian who played an important role in proper 
cleanliness of toilet rooms. 

Immunization is the responsibility of the family and is done 
for the most part by family physicians, but for children of indigent 
families, this service is offered by the schools. 

8. Correction of Remediable Defects. Existing facilities for 
the handling of physical defects are not always adequate. An ad- 
ministrator through good public relations can enlist the help of 
service clubs, leaders in private industry, members of the profes- 
sion and community chest agencies in providing additional facilities 
to take care of the health needs of that segment of school children 
requiring assistance. Barely does a municipal health service expand 
its facilities unless stimulated by the professional worker who 
gets interested citizens to present the case. 

In our desire to provide a complete service for the school child 
we sometimes find ourselves in a dilemma, caused by the irrespon- 
sible parent who shifts all care of the child to the school authorities. 
this parent knows from experience that the child will not be 
neglected by the school authorities. In some instances, therefore, 
he shifts the liability, even to the extent of not providing adequate 
food and clothing. 

Other Public Relations—Case Review Committee 

The superintendent of public schools has appointed a Case 
Review Committee whose main object is the rehabilitation of the 
recalcitrant school child who has or might become a communal 
problem. This is accomplished at times by removal of the pupil 
from the school and if necessary even from the home with place- 
ment in a foster home or institution where the training and super- 
vision can be more adequate. The medical director is a member 
of this committee as are other directors. Excellent cooperation is 
obtained in the handling of these “potentially dangerous pupils” 
from both the juvenile courts and the health and welfare agencies. 

Dental Service 

The Health and Welfare Council of the City of Philadelphia 

sponsored an interesting project in conjunction with the dental 
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services of the Board of Public Education. The project was 
planned to determine whether children from families of low socio- 
economic levels who were previously treated for dental defects by 
a voluntary health agency could be educated to seek the services of 
the private practitioner for subsequent treatment when needed. 
160 children were examined in the first grade. Through the efforts 
of the dental personnel and the school nurse the purpose and plan 
was discussed with 192 parents, 69 of these being parents or 
guardians of children in other grades. 

At the time of the examination the average number of caries 
found in the first grade child was 2.8. 

The survey revealed that: 

a. 65 parents of first graders knew the name of a private 
neighborhood dentist 

b. 56 were not aware or did not know the name of a private 
dentist 

c. 68 parents signified their intention of going to a private 
dentist to investigate the cost 

d. 51 parents stated their financial inability to seek treat- 
ment in this way 

Approximately six months after the examination a statistical 
check showed that: 

11 of the original 160 examined had left the school 
149 returns to a letter of inquiry supplied the following in- 
formation 
a. 81 had not gone to a dentist. 
b. 26 did seek the advice of a private dentist. 
c. 42 again sought clinical aid. 

This was an encouraging result in health education and public 
relations. It stimulated parents of approximately 20% of the 
children in the project to seek the services of a private practitioner 
and not to remain on a clinic roster. 

Another type of parent is one who feels better qualified to 
handle the health needs of the child than do the school authorities 
and does not even want her child exposed to what she considers 
the stigma of an examination by a public health official. Our ex- 
amination notice to the parent or guardian contains among other 
information the following: The Dental Examination of the child 
will take place... in the School located... 

You are invited to be present so that we can discuss your 
child’s dental health with the dental examiner and dental hygienist. 
Whenever necessary a professional cleaning of the child’s teeth 
will be done by the dental examiner. Please sign the form below. 
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In order that instructions may be given in the proper way 
to massage the gums and clean the teeth, please be sure that your 
child brings his or her toothbrush to school on the date of the 
examination. 

In response to one of these communications we received the 
following letter: 

Dear Dri ots : Give Marjorie the necessary slip to have 
our family dentist fill out. We were in the process of having her 
teeth fixed when she became ill and had to give up her appoint- 
ments. I am aware of just what work has to be done. As for send- 
ing her toothbrush to school, the last examination I sent word to 
school that absolutely no toothbrush leaves this house whether it 
has proper container or not. I have had Normal School Teacher 
Training course in Hygiene and feel entirely capable with the aid 
of our family dentist to pick or know the proper kind of a tooth- 
brush my child should use. We parents who have had a little so- 
called Education are just sick and tired of this present school 
regime telling us how to raise and what to do with our children. 
If the schools would teach the fundamentals any normal parent can 
do the rest. Very truly yours, Mrs. John H. 0... 

Fortunately we have very few of these cases to cope with, 
but from a public relations standpoint the parent must be en- 
lightened. Good public relations by the administrators can change 
the thinking of both groups and thus enhance the value of the 
program. 

You are all familiar with the caries inhibiting value of sodium 
fluoride when I ppm is added to the water supply. Even though the 
early research of the United States Public Health Service scientists 
was recognized and approved by the American Dental Association, 
American Medical Association and the United States Public Health 
Service, the American public has been slow to make it available in 
all communities.4 Here in the State of New York one of the first 
test projects was instituted using Newburgh as the Test City and 
Kingston as the Control.6 From a public relations standpoint it 
might be of interest to know when the City Council of Newburgh 
unanimously approved the water fluoridation program, it was 
publicized in the papers. Almost immediately the City Health Com- 
missioner began receiving telephone calls from people complaining 
about ailments due to ingested fluorides which had not yet gotten 
into the water. Among these complaints were gastro-intestinal 
disturbances, severe headache, etc. One was from a patient who 
complained to her dentist that her denture was cracked as a result 
of the fluoridated water. Some of the industrial users such as a 
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carbonated beverage outfit and a felt dyeing concern complained 
that their industrial processes were interfered with. The carbon- 
ated beverage outfit said that they were dependent on city water, 
and since the fluorine was added (which had not yet begun) they 
were having difficulty getting their water to fizz. When these 
complaints began coming in, the City Commissioner spoke with the 
newspaper editor and it was agreed that nothing would be said 
about this. It was not until after water fluoridation actually got 
started, May 2, 1945, which was about six months after the first 
newspaper publicity, that the editor published an editorial in which 
he made mention of the fact that all these complaints were coming 
in before fluoridation actually got under way. Since then there 
have been no complaints. 

Huntington, West Virginia’s largest city started fluoridating 
its water supply on March 6th but public announcement was not 
made until April 13th. There was no adverse reaction when the 
announcement was made, but one man commented he “‘knew some- 
thing had been added to the water, because it came out of the faucet 
faster’’.6 


I should like to bring you up to date on the Fluoridation pro- 
gram in the United States. In 1945 the first six communities were 
reported using this Caries Prevention program. Additional com- 
munities reported for the succeeding years were as follows: 
1946—7; 1947—4; 1948—7; 1949—19; 1950—39; 1951—225; 
1952—347 ; 1953—123. 

Total: 789 communities Population served: 15,329,995 

In 22 states, the benefits of fluoridation have been temporarily 
denied to more than four million individuals through unfavorable 
legal actions, such as injunctions sought by religious and political 
opponents of fluoridation, disapproval by city councils or rejec- 
tion in referendums. Such unfavorable actions were reported to 
have resulted in the discontinuance of project operation in six 
communities: Mount Dora, Fla. (3,028) ; Assumption, II]. (1,466) ; 
Williasmstown, Mass. (6,194); Elroy (1,654), La Cross (47,535) 
and Stevens Point (16,564) Wisconsin.7 

It is indeed extremely encouraging that 789 communities with 
a population of 15,329,995 have fluoridated their water supplies 
even though it took 8 years to accomplish this. However, it clearly 
demonstrates that the task which lies ahead is to convince city and 
state officials of the need for such a caries prevention method, so 
that more than 10% of the 157 million people in this country may 
receive its benefits. 
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The theme of this presentation has not been to bring forth 
any new plans or techniques in public relations, but rather to em- 
phasize the need for the worker to continue with daily routine 
procedures in school health work, but also and more important, to 
be alert to recognize any new problem and be prepared to meet it 
with sagacity, vision and enthusiasm. 
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October 30, 1944. 

6. —— Council on Dental Health—American Dental Association, July 


i Newsletter, Council on Dental Health—American Dental Association, Sept. 


* * * * 
FELLOWSHIP IN THE AMERICAN SCHOOL HEALTH 
ASSOCIATION 
Questions are frequently asked regarding the requirements for 
Fellowship in the American School Health Association. The follow- 
ing statement outlines the qualifications for Fellowship: 
In order to be eligible for election as a Fellow of the American 
School Health Association, a member should have met the following 
requirements : 


1. Have been a member of the Association for three or more years 
in active standing. 
2. Have attained academic or professional degrees in the health 
sciences. 
8. Have given evidence of special proficiency in school health work. | 
Persons wishing to apply should request a Fellowship Application 


blank from Doctor A. O. DeWeese, Executive Secretary of the 
American School Health Association, Kent State University, Kent, 
Ohio. An Application for Fellowship requires sponsorship by two 
Fellows of the Association. 

Upon becoming a Fellow of the Association, a member becomes 
eligible to serve as a chairman of a standing committee, as a mem- 
ber of the Governing Council, or as an officer of the Association. 

Annual Fellowship dues is $6.00 which includes a subscription 
to the Journal of American School Health. 

For further information, members may contact Officers of the 
Association, or any members of the Fellowship Committee, the list 
of which is published on pages 168 and 173. 
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SCHOOL EMPLOYEES EXAMINATION 
DR. ELMER W. WEBER 
Director, Department of Health, Physical Education, and Special 
Education, Evansville Public Schools, Evansville, Indiana 


This brief study attempts to discover current activities relative 
to the policy pertaining to physical examination of school employees 
in a selected number of school cities of 100,000 population or more. 
The health of any school employee, particularly the teacher, has an 
important bearing upon the lives of the children with whom that 
person comes in contact. In past years it has been customary to 
think of school health as pertaining to pupils only. Today it is 
accepted that the health of the school employee is especially import- 
ant to that of the child, especially if this employee has direct contact 
with pupils. 

A questionnaire was sent to eighty-five (85) cities. The ques- 
tions and replies which follow summarize the data collected from 
the cities which replied. 

1. Do you require all school employees to have a physical examination before 

starting work? 

Sixty-six (66) replies were “YES.” 
Thirteen (13) replies were “No.” 

2. If your answer is “yes” who does the examination? 
Thirty-four (34) replied that the family physician did the examining. 
Thirty-six (36) replied that the school physician did the examining. 
Nine (9) schools did not answer the question. 

3. If the answer is “yes” who pays for the examination? 
Thirty-three (33) stated that the school employee paid for his exam- 
ination. 
Thirty-seven (37) stated that the Board of Education paid the cost. 
Nine (9) did not answer the question. 

4, If the answer is “yes” what is the cost per person? 
Very few schools replied to this question but those that did stated that 
the cost of the examination ranged from $1.50 to $7.00. According 
to the returns, no average cost could be estimated. 

5. How often do you require school employees to be examined after they are 

employed? Number of years............. 

This question brought a great many and varied answers which were 
unusually interesting. Nineteen (19) schools responded saying they 
required no physical examination after the school employee had 
started working. Fifteen (15) schools said they required a physical 
examination every year; seven (7) schools required it every two 
years; fifteen (15) schools required it every three years; one (1) 
school every four years; one (1) school every five years. Nine (9) 
school cities required chest x-rays every three years. 
Four (4) schools stated they had employees examined only upon 
special request. 
One (1) school reported that food handlers were examined yearly and 
teachers at the end of the third and fifth years. 
One (1) school reported examination of food handlers and bus drivers 
annually, teachers before going on tenure. 
Two (2) schools reported they required a chest x-ray annually. 
Two (2) schools reported they required an examination only after 
serious illness. 
Two schools did not answer the question. 
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6. 


10. 


If you require this examination following employment, who does it? 
Forty-two (42) schools replied they did require this examination and 
it was done by the school doctor. 

Fourteen (14) schools did not require this examination. 

Twelve (12) schools did not answer the question. 

Eleven (11) schools replied they did require this examination and it 
was done by the family physician. 

If your answer is “yes” who pays for the examination? 

Forty-two (42) schools of the fifty-three (53) who indicated they did 
require this examination stated that the school paid for the examina- 
tion or that it was done by a school medical advisor who was paid a 
regular annual salary. 

Eleven (11) schools Of the fifty-three (53) stated yd required the 
examination and the school employee paid the family physician. 

For what period of time do you grant sick leave? 

The following are a sample of the answers received: 

In six (6) cities sick leave cumulates to 60 days. In ten (10) cities 
sick leave cumulates to 72 days. In one (1) city sick leave cumulates 
to 80 days. In three (3) cities sick leave cumulates to 90 days. In one 
(1) city sick leave cumulates to 100 days. In two (2) cities sick leave 
cumulates to 120 days. In one (1) city sick leave cumulates to 150 
days. Nineteen (19) cities granted leave of absence for sickness for 
one year. Six (6) cities granted leave of absence for sickness for two 
(2) years. Three (3) cities stated that they granted leave of absence 
for sickness for an unlimited time. 


Do you require the employee to bring a signed statement from his/her 
physician before returning if he/she has had a sick leave for a year or 
more? 

Sixty-six (66) schools replied that they did require a signed statement 

from his/her physician. 

Ten (10) schools replied that they did not require it. 

Three (8) schools did not answer the question. 


Do you require the employee to be examined by the school physician before 

returning to work? 
Forty-eight (48) cities answered the question by saying they did not 
require the school physician to examine the returning employee. 
Thirty-one (31) of the school cities said they require the school 
physician to examine the returning employee. 

What do you do about teachers who are neurotic? 

(a) Do you require an examination? 
Forty-three (43) school cities replied that they required a psychiatric 
examination. 
One (1) school said they did not require a psychiatric examination. 
ba gana (35) cities gave various answers including the comments 

Ow. 


(b) Do you grant a leave of absence? 
Fifty-eight (58) cities said they granted leaves. 
Twelve (12) said they did not grant leaves. 
Nine (9) cities did not answer ig question. 

(c) Do nothing about them ............ 
Only seven (7) cities said they dia aie about the neurotic teacher 
but they did not say what they d 

Following are some of the comments Be ah 
Do the least we can. 
This is becoming a problem 
Have no fixed policy applicable to all cases. 
Each case considered individually. 
Urge them to resign. 
Place them on disability retirement if possible. 
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Depending upon diagnosis, disability retirement may or may not be 
recommended. 


— upon the degree. In bad cases employees have to take a sick 
eave. 


WOULD LIKE TO KNOW THE ANSWER. 


Do nothing about them unless the case becomes very acute. 
Wish we could do something for her. 


We do many things—(1) arrange for change of assignment; (2) 
discuss situation with teacher and/or her family; (3) urge retirement; 
(4) sometimes we have to take the case to court; (5) sometimes we 
give up. 


Do not have a satisfactory answer. 


CONCLUSIONS 


It is evident from this study that a large majority, in fact 83.6 
per cent of the cities require a physical examination of school em- 
ployees before permitting them to start work. This policy follows 
very closely the trend in industry where all employees are examined 
prior to starting work. However, there is one difference in the 
two programs; school employees are not all examined by a school 
doctor while all industrial employees are examined by the doctor 
employed by industry. 


There is no set policy relative to the examination of school em- 
ployees after they have started work, however, the trend seems to 
be in favor of periodic examinations. 


The study also reflects that in the majority of cities the Board 
of Education pays for the examination. 


The length of time for which sick leaves are granted varies 
within such a wide range that a definite pattern is hard to identify. 


The fact that such a large majority (83.5 per cent) honored 
the employees’ request for a leave of absence and, on the other hand, 
required a signed statement that the school employee be physically 
able to return to work is indicative that both parties recognize the 
need for such a grant. Since sixty (60) per cent of the school 
cities reporting did not require the school physician to examine the 
school employee upon returning from a sick leave the final analysis 
of each case rests with the family physician. According to author- 
ities this procedure is the better way to handle such cases. 


Apparently not much is being done about or for the neurotic 
school employee. This problem is a major issue in all school cities 
and is one which seems to be very complex. 
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STATUS AND FUNCTIONS OF SCHOOL PHYSICIANS 
Report of a Study by a Committee of 
The American School Health Association* 


RuTH H. WEAVER, M.D., Chairman 


Early in 1952 a Committee on Improvement of Status and 
Functions of School Physicians was appointed by the President of 
the American School Health Association to learn what a school 
physician’s duties are and should be, and whether his education 
colleagues regard him as a fellow member of the faculty or as a 
physician unrelated to education. By April, 1953, a carefully pre- 
pared questionnaire was ready for distribution. This was arbitrar- 
ily sent to all cities with populations of 50,000 or more in 18 states 


(Table I). 
TABLE I — ANALYSIS OF RETURNS 
Returns 
No. of Questionnaires No School No 

States Cities Geenees Listed Physician Reply 
California. .......-: 19 17 14 3 2 
Colorado .............. 2 2 0 
Delaware ............ 1 1 1 0 0 
5 1 1 0 4 
1 1 0 1 0 
11 6 5 0 
Minnesota .......... 4 4 4 0 0 
Missouri .............. 4 2 2 0 2 
Nebraska ............ 2 2 0 2 0 
New Jersey ........ 13 10 10 0 3 
New York ............ 18 9 9 0 9 
Oklahoma ............. 6 6 1 5 0 
Oregon: 22...2....2..... 2 1 1 0 1 
Pennsylvania ...... 15 14 14 0 1 
2 2 2 0 0 
Wa oss 6 4 4 0 2 
Washington ........ 3 2 2 0 1 

TOTAL ‘22222 181 99 79 20 32 


Of the 131 cities queried replies were received from 99, or 
75.6%. Reports from 79 cities were tabulated (20 had no school 
physicians and 32 failed to reply prior to the compilation of this 
report). 

*Submitted to the Executive Council at New York City, November 
9, 1953. 


POLICIES 
I — Physical Examination of Pupils 
The pupil enrollment varies from 4,500 to 883,729 (N.Y.C.) 
and the ratio of school physicians to pupils from 1 : 1000 to 
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1 : 22,000. All school systems employ physicians on a part-time 
basis varying from 1 to 15 hours a week. Forty percent have full 
time physicians also and their hours of service vary from 30 to 40 
hours a week. 


The frequency of examinations is not uniform. Annual exam- 
inations are required in 12 cities. Most give them approximately 
every three years. Only 10 cities examine pupils on referral basis 
only. Table II gives the frequency. 


TABLE II — FREQUENCY OF EXAMINATIONS 


Returval only: 10 
Kindergarten and Ist grade 2 
4 years 4 

719 


The time devoted to the examination varies from 1 to 40 min- 
utes, but the average is 15. Very seldom is there a limit to the 
number of examinations made in an hour. Limits given are from 
4to 25 anhour. In all cities pupils undress for examination, usually 
to the waist. Parents are invited to be present in 60 of the 79 cities 
reporting, especially in the elementary grades. Invitations are 
issued mostly by mail or telephone. The number of parents attend- 
ing the examination ranges from 1% to 90%, but the average is 
60%. If parents are absent findings are transmitted to them by 
official notices or by interviews or home visits by the nurse. The 
school nurse is present at the examination in 77 of the 79 cities. 
The reverse is true for routine participation by the teacher. In 
only 15 cities does the teacher accompany the pupils. Findings are 
given to the teacher and principal through notices, usually sent by 
the nurse. Data about the pupil are recorded on the record prior to 
the examination in 76 of the 79 cities. Demonstrations of procedure 
are given to classes by the physicians in only 3 cities and talks to 
parent groups in 28. 


II — Other Duties 


In regard to immunization, 28 school systems immunize their 
younger pupils. Table III gives information as to other duties of 
the school medical examiner. 
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TABLE III — Duties of School Medical - 


Physical examination of athletes . 67 12 
Physical examination of employes 45 34 
Programs for control of nuisance diseases ................ 56 23 
Sanitary survey of school buildings ............................ 46 33 
Advice to principal about sanitary conditions and 

safety measures in the school 56 23 
Advice to pancees as to hygiene of the lunchroom, 

foods served, etc. 35 44 
Health consultant to school nurse * 71 8 
Pupil education on health 28 51 
Parent-teacher education on health 63 14 2 “no reply” 


III — Payment of School Physicians and their Selection 

Boards of Education pay exclusively for the services of their 
physicians in 71 cities and Health Departments in 7 cities. In one 
city physicians are paid by both organizations. 

Selection of school physicians is based upon the following: 


Special interest in child health .........200000....... 44 
Special pediatric training 29 
Special interest in public health .........00.000.00...... 15 
Special examination 
4 
4 
1 
2 
1 


Recommended by Medical Society .................... 
Retiring from practice ; 
Willing to serve 
Political 
No special basis 
Availability 
IV — Preparation and Training 
Additional education beyond that for registration is required 
in only 10 school systems; is not required in 68; and 1 did not reply. 
Membership in professional organizations is a requirement for 
physicians in 33 cities and is not in 46, but many reported their 
physicians were members. 
Routine in-service training for physicians is given in 18 cities 
and is not given in 61. 
RECOMMENDATIONS 
Unfortunately, not all cities submitted recommendations for 
improvement in the status and functions of school physicians. How- 
ever, those that did had very definite ideas as to what should be 
done. Many dealt with the quality of the physicians employed. A 
few felt that they should be employed full time and should have 
puplic health training. Many recommended pre-service and in- 
service training for all school physicians; employment of more 
physicians ; increase in the rate of pay. Several cities recommended 
that examinations be encouraged by private physicians. 
Many suggestions dealt with improving public relations. These 
included the following: 
I — Physicians 
1. School physicians should follow the general policies out- 
lined by the administrative group responsible for school health. 
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2. School physicians should be made members of the faculty. 

3. School physicians should appear more frequently before 
educational groups and before parent groups. 

4. School physicians should cooperate more closely with the 
principals, teachers, and custodians. 

5. School physicians should demonstrate the physical examina- 
tion to pupils in the classroom in advance so that they may know 
what to expect. 

6. School physicians should make the physical examination an 
educational experience for the child and parent. 

7. School physicians should pay more attention to careful 
explanation of the health status of pupils to parents. 

8. School physicians should be required to join the School 
Health Section of the A.P.H.A. 

Il — Others 

1. Better use of Advisory Health Councils in developing pro- 
fessional relations. 

2. More public health education for undergraduate medical 
students. 

3. Increased support and cooperation from County Medical 
Societies. 

4. Improved relationship between school physicians and prac- 
ticing physicians by more frequent interchange of information. 

5. More mental health in the school health program. 

III — Miscellaneous 

. More time for physical examination of pupils. 

. Better teacher-family-nurse observation of pupils. 
Encouragement of parents to attend examinations. 

. More publicity for school health programs. 

. More nurses, especially for follow-up of the examination. 
. More immunizations in the schools. 

. Better facilities for adequate examinations. 

It should be remembered that some of the activities listed in 
the questionnaire might be conducted by other persons in the 
schools or by health departments. Our concern was the physicians’ 
participation in certain activities and in no way reflects upon the 


programs conducted by the various cities. 


MEMBERS 
th H. Weaver, M.D., Chairman 
"Philadelphia, Pennsylvania 


I. P. Barrett, M.D. William C, Haller Charles L. Outland, M.D. 
Fort Worth, Texas Oklahoma City, Oklahoma Richmond, Virginia 
Mildred E. Doster, M.D. Hermina Hartig, M.D. L. L. Tate, M.D. 
Denver, Colorado Minneapolis, Minnesota St. Louis, Missouri 
Donald A. Dukelow, M.D. Paul D. Mossman, M.D. Don Warner 
Chicago, Illinois Seattle, Washington Omaha, Nebraska 
J. F. Hackney, M.D. Frank J. O’Brien, M.D. G. G. Wetherill, M.D. 


Atlanta, Georgia New York, N. Y. San Diego, California 
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STATE CHAIRMAN—AMERICAN SCHOOL HEALTH ASSOCIATION 
FELLOWSHIP COMMITTEE 


ALABAMA 
Dr. O. L. Chason 
119 Conti St. 
Mobile, Alabama 


ARIZONA 

Miss Jennete H. Banker, P.H.N. 

4007 Longview Ave. 

Phoenix, Arizona 
CALIFORNIA 
Dr. David Van der Slice, Director, 

Dept. of Health Services 

Oakland Public School 

Administration Building 

1025 Second Ave. 

Oakland 6, California 
CALIFORNIA 

Mrs. Vera Mowbray, P.H.N. 

Supervising Nurse 

Health Education Dept. 

4354 Santa Monica St. 

San Diego, California 
CCLURADO 

Dr, L. M. Corliss 

Director of Health Service 

Denver Public School 

Administration Building 

414 Fourteenth St. 

Denver 2, Colorado 
CONNECTICUT 

Miss Ethel Peck, R.N. 

Housatonic Drive 89 

Davon, Connecticut 
DELAWARE 

Dr. Charles H. Benning 

Health Commissioner 

Dept. of Health 

Wilmington, Delaware 
FLORIDA 

Dr. Edwin F. Gouldman 

3502 N. Miami Ave. 

Miami 38, Florida 
GEORGIA 

Dr. Glenville Giddings 

478 Peach St. 

Atlanta, Georgia 
ILLINOIS 

Miss Frances K, Phillips 

Dept. of Health Education 

Southern Illinois University 

Carbondale, Illinois 
INDIANA 

Dr. J. Koegh Rash 

School of HPE & Recreation 

Indiana University 

Bloomington, Indiana 
IOWA 

Dr. H. A. Toothacre 

1429 West Ave. 

Burlington, Iowa 


KANSAS 


Miss Esther Treadway, R.N. 
2001 Warren St. 
Winfield, Kansas 


KENTUCKY 

Miss Mary May Wyman 

506 W. Hill 

Louisville, Kentucky 
LOUISIANA 

Dr. E. F. Salerno 

431 S. Johnson St. 

New Orleans 19, Louisiana 
MARYLAND 

Dr. Harold H. Mitchell 

R 2, Gaithersburg, Maryland 
MASSACHUSETTS 

Dr. Mary E, Spencer 

Director, School Health Program 

2 Ferry St. 

Malden, Massachusetts 
MICHIGAN 

Mr. G. Robert Koopman 

Dept. Public Instruction 

Lansing, Michigan 
MINNESOTA 

Dr. Hermine Harting 

807 NE Broadway 

Minneapolis 13, Minnesota 


MISSOURI 
Dr. Guy N. Magnes 
University City Public Schools 
951 North Hanley Road 
University City, Missouri 


MONTANA 
Dr. H. V. Gibson 
Civic Center 
Great Falls, Montana 


NEBRASKA 
Dr. Thomas D. Fitzgerald 
Creighton Univ. School of Medicine 
Omaha 2, Nebraska 


NEW MEXICO 
Miss Mercedes Gugisberg 
University of New Mexico 
Albuquerque, New Mexico 


NEW YORK 
Dr. C. Adele Brown 
Director School Health Services 
Oswego, New York 


NORTH CAROLINA 
Dr. Catherine C. Carr 
P. O. Box 7148 
Ashville, North Carolina 


OREGON 
Dr. Clair V. Langton 
Oregon State College 
Corvallis, Oregon 


(Continued on page 173) 
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FOURTH NATIONAL CONFERENCE ON PHYSICIANS 
AND SCHOOLS* 
FRED V. HEIN, Ph.D., DONALD A. DUKELOW, M.D. 
Consultants in Health and Fitness, American Medical Association, 
Bureau of Health Education 


Shortly after the Fitness Division was created in the Bureau 
of Health Education the First National Conference on the Co- 
operation of the Physician in the School Health Program was held. 
It consisted of four groups of conferees who spent about two hours 
with each of four groups of consultants, each of which led dis- 
cussions on a different topic. The second conference followed 
the pattern of the first. 

The third one was different. We were ready for a more ad- 
vanced procedure. We dropped rotation and planned five subjects. 
This let us dig deeper and we came up with a more complete and 
detailed view of the school health program. Because several people 
wanted to discuss the problems peculiar to urban and rural areas, 
two groups were planned for clarification of these special geograph- 
ical problems. 

Reading between the lines of these two group reports shows 
that the problems of big cities and rural areas are similar in many 
respects. Both are dealing with children, and the physical and 
emotional problems of children are much the same regardless of 
location. The real differences were in availability of personnel and 
resources. The rural group pointed out that many schools saw a 
nurse very seldom if at all. Of course, we know that the big cities 
do not have all the nursing service in their schools they would like. 
But they are generally better off than the rural areas where a 
school physician is also almost an unknown quantity. Most big 
cities have at least a medical director for their school system and 
often many more physicians serving on a part time basis. The 
matter of distances was also a point of emphasis. Getting children 
examined, for example, often means getting them to a physician 
miles away. In the city one can find health centers, hospital out- 
patient services, clinics and many private practitioners reasonably 
close to where children live and go to school. 

Several new subjects were introduced this year. For example, 
Mental Health in the Classroom, Health Aspects of School and 
Community, Athletic Programs, and Health of School Personnel. 
The school-community organization problems, with emphasis 
on the place of the physician and the medical society were con- 
sidered by discussion groups on: The Physician as a Consultant in 
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School Health Education, Advisory Health Councils and the School, 
Medical Society School Health Committees, and Organization and 
Conduct of State and Local Conferences on Physicians and 
Schools. And a few old favorites, discussed in previous years, 
came in for more detailed consideration—items such as: Inter- 
change of Health Appraisal Data on Children and Coordinating 
Health Records and Examinations. 

Continued interest is shown at state and local levels. In the 
last 6 years, 15 states have held 30 such conferences. We know of 
several states planning such conferences for the coming year. That 
is one reason the national conferences are held every 2 years,—to 
encourage the states to use the “in between years.” It is interesting 
that the conferences considered most successful were initiated by 
medical societies—probably because this encouraged more physi- 
cians to attend. 

Some people have raised the question “Why have state and 
local conferences when all the important questions have been ex- 
plored in a national conference?” Each community has different 
personalities, different resources, even variations of the standard 
problems. Local conferences and state conferences are necessary 
to solve school health problems in terms of local needs, local re- 
sources and local people. Working things out for yourself has dif- 
ferent values than accepting conclusions someone else has 
developed. 

Subjects like Mental Health, Athletic Programs, Health of 
School Personnel, School Transportation, Interchange of Health 
Appraisal Data, Coordinating Health Records and Examinations, 
and many other items brought up in previous conferences—com- 
municable disease control, health appraisal, follow-up and emerg- 
ency care—all are local problems. All must be solved locally. All 
national conferences can do is to suggest general principles and 
policies, and give ideas to key people. 

The importance of adequate screening of candidates for 
teaching positions was emphasized, as well as the need for a freer 
exchange of health information by schools, families and private 
doctors so as to assist the teacher in the proper management of 
her pupils. Nurses serving high schools are valuable as health 
counselors and should have the same status as faculty members. 
The assignment of nurses to regular teaching was discouraged. 
School health services in rural areas can be improved through the 
development of full-time local public health units. Health councils 
and women’s auxiliaries of medical societies were suggested as 
helpful groups in surveying county health resources. 
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In communities where there is a shortage of health service 
personnel, it was urged that priority be given to such physical en- 
vironment problems as pure drinking water, adequate waste 
disposal, heating, ventilation and lighting. Emphasis also should 
be placed on safety on playgrounds, in buildings and during trans- 
portation. The importance of a plan for meeting emergencies such 
as illness and injury at school was stressed. School lunchrooms, 
encouragement of immunization of children, and safety education 
were cited as worthwhile protective and preventive services. 

Family responsibility for a child's health was stressed, because 
after all—the family does have the primary responsibility for the 
child’s health. It was suggested that teachers and other personnel 
be helped to become skilled in recognizing signs that may indicate 
a deviation from normal physical and mental health in the child. 
The importance of a good school environment as a factor in health 
education was also emphasized. Since a health examination is a 
good health teaching experience, this should not be done on a mass 
basis by the school physician. The role of a consulting physician 
for the school is to be a leader in coordinating health activities. 

Teachers strongly affect the mental and emotional health of 
children. For this reason, teachers must be thoroughly well- 
adjusted persons in order to carry out proper teaching approaches. 
This calls for better selection processes in universities or colleges 
which prepare teachers. Before this selective process can be suc- 
cessful, there is need to establish criteria that will raise standards 
of teacher selection. 

Desirable health standards for sports programs in both ele- 
mentary and high schools were recommended. For elementary 
school children, sports involving severe body contact and competi- 
tion beyond the community level at district, state and national 
levels as well as “bowl games” should be avoided. Such activities, 
besides having potential hazards to physical and mental health, 
create situations in which the children may be exploited, whether 
intentionally or not. For youths of high school age, the program 
should recognize individual differences in age, physique, ability, 
experience and health of the participants. An adequate medical 
examination should precede participation in vigorous activities 
and a physician should be present at all contests where the accident 
hazard is pronounced. 

Creation of advisory school health councils as a means of best 
meeting the health needs of children was urged. Such a council 
should be made up of representatives of all segments of the com- 
munity. The interchange of health appraisal data on children 
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should involve practicing physicians, school health workers and 
teaching personnel, parents, and community health agencies. The 
confidential nature of some of the information must be respected. 
However, the value of knowledge about the child’s physical ability, 
his handicaps, his mental or emotional status, and his home condi- 
tions in effecting a proper adjustment in school was emphasized. 
Epilepsy and heart cases were cited as examples. 

Medical societies should have active school health committees 
to coordinate the efforts of the profession in the promotion of the 
health of the school child. The functions of such a committee are: 
(1) to encourage the medical profession to support a sound school 
health program; (2) to assist in establishing sound policies and 
procedures in the school health program, and (3) to develop 
reciprocal relations among the medical society, the dental society, 
school system, health department, parent groups and other organ- 
izations in the community. With all its values, however, a medical 
society committee does not relieve the individual physician of 
responsibility for active participation in the school health affairs 
of his community. 

Maintenance of good health records is vital to the provision 
of sound school health services. Such records can aid in better 
understanding of the health needs of the individual child, and assist 
medical, educational, public health and other interested groups in 
carrying out their responsibilities in solving child health problems. 
Topics suggested for state and local conferences on Physicians 
and Schools were: control of communicable diseases, emergency 
care, athletics and health, methods of health appraisal, screening 
techniques, health services, health instruction, school health poli- 
cies, the role of the physician and dentist in the health of the school 
age child, community resources available, current medical and 
educational practices, professional and legal obligations, and tech- 
niques of evaluation and follow-through. State medical associations 
have taken the initiative for many successful conferences. They 
have had the cooperation of educators, public health workers and 
other groups. A group considering the problem of maintenance of 
the health of school personnel recommended: (1) periodic health 
examinations; (2) health education and development of good 
health patterns in teacher-training. institutions; (3) a healthy 
economic level with security and retirement; (4) healthy working 
and living conditions; (5) recognition and prestige, with opportun- 
ity to advance professionally; (6) availability of health counseling 
services. The group also recommended that health examinations 
be made a condition of employment. 
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At one of our dinner meetings, Dr. Edward J. McCormick 
stressed the importance of accidents in the life and health of chil- 
dren. Fourteen thousand children are killed annually by accidents 
which now is the number one school health problem. Dr. Bergen 
Evans of Northwestern University, pointed out while discussing 
“Adventures in Misunderstanding” that “most people are not 
listening, of those listening most don’t understand, of those under- 
standing only some agree, of those agreeing only a few remember, 
of those remembering only a few will ever be in a position to influ- 
ence others. And of these—some will change their minds and 
some timidly remain silent.” 


EDITORIAL COMMENTS 

The importance of an evaluation program in each of the areas 
of School Health becomes more and more apparent as the school 
year draws to a close. Are we satisfied with the answers we can 
give to such questions as, “Is the health appraisal program fully 
effective?” “How successful have we been in our immunization 
program?” “Are we contributing through lack of interest or in- 
difference to the consequences of neglect of responsibility in public 
health matters by failing to give complete support to such a pro- 
gram, and in so doing are we in part responsible for the startling 
decline in protection of our population-against certain communic- 
able diseases, because we believe these may never again reach 
epidemic proportions?” “Are we complacent about our school 
lunch program, our safety program, our dental health program?” 

An effective evaluation by an alert community or school health 
council can lead to a sound planning program for the coming year. 
It is not too early. THE TIME IS NOW. Enlist the aid of your 
administrators on your evaluation and planning committees and 
make them key people in your health program.—M.A.H. 


(Continued from page 168) 
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EVALUATION OF GROWTH OF CHILDREN 
ROBERT L. JACKSON, M.D., AND HELEN G. KELLY, M.S. 
Dept. of Pediatrics—University Hospitals, State University of 
Iowa, Iowa City, Iowa 


Growth is a manifestation of life in the young and its rate 
and quality are related importantly to the general health and wel- 
fare of the individual. Because of this important relationship, the 
physician, especially the pediatrician, must have intimate knowl- 
edge of the phenomenon of growth. For normal growth adequate 
nutritional materials must be available and the body must be cap- 
able of synthesizing the various components into the tissue. The 
growth and development of the body structures, which are occur- 
ring constantly from the time the embryo is formed until full ma- 
turity is attained, depend upon hereditary growth capacities in- 
herent in the cells themselves and in addition, the orderly process 
of growth is regulated in certain respects by the endocrine glands. 


It is an accepted practice in pediatrics to obtain height and 
weight measurements as a part of the routine physical examination. 
If these figures are accurate and obtained over a period of time for 
a given child, his pattern of growth under a given regimen of 
living will become known. One will also have a fair index of the 
build of the individual he is observing. In periods of very rapid 
growth when the organism is under metabolic stress, such as 
infancy and the prepuberal spurt, the probability of nutritional 
imbalance is great. However, at all ages nutritional deficiencies 
would more likely be recognized in their incipiency if an accurate 
record of the child’s growth is kept and appraised. Further, with 
nearly every disease process there is some impairment of growth, 
and consequently the proper interpretation of height and weight 
values may make possible early recognition of a disease and con- 
tinued observation may give a good index as to the success of 
therapy. To expedite evaluation it is helpful for the experienced 
observer, and necessary for the inexperienced, to have a graph 
showing the norms of growth for infants and children. 


Charts of height-age and weight-age for boys and for girls 
have been constructed at the University of Iowa for clinical use 
by the Department of Pediatrics. The data on which these charts 


are based are 13,500 height and 11,000 weight observations of 


Iowa City boys and girls enrolled in the University well-infant 
laboratory, preschool laboratories, elementary school, and high 
school between 1920 and 1940. The measurements were made by 
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the physical growth staff of the Iowa Child Welfare Research 
Station. The majority of the subjects came from the higher socio- 
economic group. 

By trial and error in clinical practice we found charts for 
infants, preschool and school children to be most practical. During 
infancy, which is a period of rapid growth and of frequent assess- 
ment of growth, the chart includes the first year of postnatal life 
with the age scale divided in monthly periods. 


Recent studies have shown that the pattern of growth of 
breast-fed infants does not differ significantly from that of artifi- 
cially fed infants from the same socio-economic group, and that the 
Iowa growth charts may be applied to breast-fed as well as artifi- 
cially fed infants. 

Detailed and careful observation of infants under controlled 
conditions often indicates an apparent lack of relationship between 
the rate of growth during the first few months of infancy and the 
dietary regimen given the infant. 

Data are accumulating to show that the nutritional status of 
the newborn infants varies widely and that there is a correlation 
between the physical condition of the infant and the nutritional 
status of the mother during pregnancy. 


Illness also influences the rate of growth. In our experience 
infection invariably causes,a slowing of growth, but the retarda- 
tion may be of short or long duration, may occur during illness, 
or after the infant has recovered. This period of slower growth is 
followed usually by a period of more rapid growth which usually 
compensates for the earlier slowing. 


Data will be shown to demonstrate how the growth rate of 
groups of infants, living under carefully controlled conditions, 
can be used to study nutritional requirements. 

It is possible to demonstrate how charts reflect some adverse 
factor such as dietary insufficiency, toxic agent or infection, in 
the absence of other clinically demonstrable ill effect on the baby. 


Using creatinine excretion as an index of muscle growth, data 
demonstrate that height and weight values alone do not necessarily 
reflect the nutritional status of the child. Studies also demonstrate 
how closely related health and illness are to the growth of the 
child. We have found it preferable to plot height and weight values 
separately. 
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The experienced physician may have a mental picture of the 
expected growth of a child of his race, sex and age, and he may 
evaluate the child’s measurements in terms of this picture. A 
much more accurate, objective and reliable interpretation would 
be obtained if the child’s measurements were plotted on a chart 
showing the mean and deviation of height and weight for different 
ages and the expected rates of growth. Once the measurements 
are plotted, one looks at a picture of growth with the intermediate 
numerical steps dispensed with once and for all. Patterns of 
growth of the individual are compared with the curves of the 
chart; levels of growth attained by the individual are examined 
in relation to the levels of the different percentiles of the growth 
chart. It is noted whether the curve tends to parallel those of 
the chart or whether it tends to deviate from the curves of the 
chart. These deviations then must be interpreted in the light of 
the medical and social history of the child and his physical exam- 
ination. 

The level of the height-age curve in relation to the level of 
the weight-age curve is an index of the build and also the nutrition 
of the child. When these curves have been obtained for a given 
child over a period of his life free from disease and from adverse 
Nvironmental and dietary conditions, they indicate the general 
wuild of that child. However, when a disease entity or a markedly 
adverse environmental factor is present, it is not possible to evalu- 
ate the true build of the child from observations made during this 
period. 


Too much emphasis cannot be placed on the importance of 
serial values. Frequently too much attention has been given to 
single observations of a child in relationship to norms. Faulty in- 
terpretations stemming from this error have resulted in consider- 
able confusion. 


One final point I would like to emphasize is that unless mea- 
surements are accurate, they are worse than no measurements at 
all, and attempts at interpretation of such values will only lead to 
faulty conclusions. 


Note—Growth charts are available at reasonable rates from 


the Department of Publications, State University of Iowa, East 7m 


Hall, Iowa City, Iowa. 
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